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Welcome to the fall issue of 
the 1986/87 University of 
Western Ontario Medical 
Journal. This quarterly 
journal began in 1936 and is 
currently published by 
undergraduate medical stud-
ents. 
This issue tackles several 
current topics that are 
getting attention in many 
scientific journals as well as 
the popular press. These 
topics are beginning to have 
some bearing on the health 
and education of medical 
students. An article on 
acquired immunity deficiency 
syndrome (AIDS) gives some 
insight into the behaviour and 
transm1ss1on of the Human 
Immunodeficiency Virus. A 
summary of the proceedings 
from a conference in West 
Hippocratic Council 
Hippocratic Council has been 
busy this year organiZing 
events and representing the 
students on various 
committees of the Faculty of 
Medicine. 
The Health Sciences Pub in 
September was a successful 
event with tickets sold out 
before the event Members 
of the Council are busy 
planning Tachycardia for 
February 17 to 21 1987-lots 
of laughs are being planned. 
As well , the Mads Formal has 
been organized for April 25, 
1987 at the Greek Community 
Centre on Sarnia Road;order 
your tuxedo soon. Look at 
the Hippocratic Council 
calendar and newsletter for 
further information. 
The Common Room 
supported by Hippocratic 
Council is a busy meeting 
centre for medical students. 
The room has received a 
Germany that addressed 
aspects of the nuclear age is 
presented by one of the four 
Western medical students 
who attended. Multi-organ 
transplsantation in London 
Ontario has received 
widespread publicity in this 
locale; certain trans-
plantation procedures are 
now becoming part of some 
hos~uu services and an 
article in this issue looks at 
this topic from a medical 
student point of view. 
We would like to welcome 
new members to a recently 
formed Editorial Board that 
will provide healthy criticism 
and positive guidance to the 
Medical Journal. 
Bob Turliuk Meds I 88 
Co-editor 
"facelifr along wilh the 
addition of a bulletin board 
and a telephone. If there are 
any suggestions for the room, 
please forward them to a 
member of the Hippoaatic 
Council. 
Second year is a difficult 
time for a medical student. 
Irs a time of transition from 
idealistic, anxious first year 
to pragmatic "just the facts, 
Jack" clerkship. The 
curriculum has more clinical 
relevance now, hence it 
seems to be guiding our minds 
towards thoughts of 
graduation. We're faced with 
the formidable transition 
from student to graduate, yet 
this transition is still far 
away. 
As we swim submerged in 
this soup of information, it's 
important to surface from 
the class. Now we seem to 
be studying for clerkship and 
beyond rather than simply to 
pass the exam. And because 
we're getting better at being 
medical students, we're more 
able to pursue other 
interests. 
Perhaps this is the time to 
get active and involved. We 
hope this journal will allow 
students to express 
themselves on all sorts of 
issues. We as editors have 
many suggestions for article 
topics, and are always 
receptive to your ideas. 
time to time to regain Maybe irs time to look up 
perspective. It seems the from your books and realize 
rules have changed: exams that nothing here is 
are still ever-present, but immutable. To see the forest 
marks mean less, at least to we've got to look at more 
the majority in the middle of than the trees. 
Dave G-eer:" Meds I 89 Co-editor 
Medical Students meeting in 
Toronto. Other committees 
medical students sit on 
include UMEC, CEC , and the 
Student Affairs Committee. 
Members of Hippocratic 
Council 1986/87 
President-Diane Whitney 
Honorary President-Or. M.E. 
Kirk 
The Hippocratic Council Past President-Bob Butler 
welcomes any suggestions or V.P. Executive-Renu Bajaj 
V.P. Academic-Rob Semmler 
On a more serious side, comments from students. V.P. Social-Albert Wong 
members of the Hippoaatic Secretary-Chris LeUevre 
Couna.l have been very active Diane Whitne" Meds '88 
l llliiiiiiiiiliiiiiiiil' 'lliiiiiiillllilillll• .. Athletic Reps-Renu Bajaj, on various committees this Ken Derchert 
year. As president of the IEdlitoriatl U.S.C. Rep-Dave Cohen 
Council I have been involved Community Relations Rep-
on the Steering Committee fa) .~ Tracey Moriarty 
for Curriculum Development g©)BliT'\YJ: Tachy Producers-Bob Red-
Other members of the 
doch, Sue Killinger 
Council have been involved in Dave Creery MEDS 89 Journal Editors-Dave Creery, 
the various subcommittees Bob Tur1iuk MEDS 88 Bob Tur1iuk 
for curriculum change. These Dr. H. Cameron S.S. O.M.A.-K.C. Moran, Gord 
students are providing Dr. B. Squires Paul 
student input and o~nion and Dr. B. Tepperman Class Presidents-Dorian Lo, 
will provide information to Dr. R. Wexler Chris Frank, Tracey Mar-
the student body regarding iarty, Rob Hammond 
decisions reached by the The U.W 0 . Medical Journal 
committees. The student is published four times per 
representatives of the year and is run as a non-
O.M.A.(Student section) profit enterprise by lhe 
recently attended the annual undergraduale medical 
Canadian Federation of students of U.W.O. 
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Cover:a new heart that has 
been removed at another 
center being insened into an 
acceptor patient 
Student News 
YEAR 1 By Dorian Lo Meds' 90 
On Wednesday September 3, 
the first year medical class 
met together for the first 
time and was greeted by a 
series of warm welcomes and 
speeches. After Orientation 
Week, everyone had been 
convinced that Medical School 
was just one big party. We 
got involved in everything and 
anything. Elective positions 
were quickly filled and 
sporting activities flourished. 
People li terally climbed up the 
walls of the Medical Science 
Building. Squash, Baseball , 
Football and Volleyball were 
some of 
conservative 
our 
sports. 
more 
Our 
soccer team were division 
firsts in pre-playoff play but 
were disappointingly 
eliminated in the quarter 
finals. The spirit of our class 
was demonstrated when one 
of our professors was 
treated to the "Wave" often 
seen in sport stadiums when 
he repeated his favourite 
word for the hundreth time. 
Then, the first anatomy test 
stopped us in our tracks. 
Then came the physiology 
test and now we're back to 
partying. 
YEAR 3 By Tracey Moriarty Meds ' 88 
Finally the clerkship year has 
arrived for Meds '88 and 
along with it comes the 
realization that hard work is 
not only done in UH B but also 
University Hospital, St. 
Joe's, and Victoria Hospitals. 
The phrases "on call ", "one in 
three", "sleep deprivation" 
and "go to emerg" have taken 
on new meaning for us. We 
have developed a peculiar 
phobia to objects that beep 
and frantically search our 
pockets and grope at our 
waists with a heart rate of 
200 whenever such a noise is 
heard. We forget what our 
friends look like and who our 
parents are. We have no idea 
what day or date it is but we 
calendar the year by two 
weeks of Neurology, six 
weeks on Ob/Gyn, nine weeks 
of Medicine ... 
We live on overpriced, 
tasteless, and fattening meals 
otherwise known as hospital 
food, but bum off the calories 
looking each day for a parking 
space that has no dollar sign 
attached to it. We attend 
morning rounds, attending 
rounds, evening rounds, 
bedside rounds, and grand 
rounds until we feel as though 
we have been on a merry-go-
round. We answer encless 
questions and continually 
wish that we had read 
Neurosciences, ICC, Pharm-
acology, Microbiology, 
instead of going to see Brazil 
and Agnes of God. 
But all in all, life isn't really 
so bad. There are patients to 
see, procedures to be learned 
new found responsibilities to 
be enjoyed and best of all, 
fewer exams! All of those 
things that we read about are 
being seen in a new and more 
interesting light because 
there are now faces to attach 
to them. There is more time 
to spend with people instead 
of books and much to be 
learned in a new way and best 
of all we don't have to sit in 
the classroom for 8 hours a 
day anymore. 
Hang in there Mads '89 , 
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YEAR 2 By Chris Frank Meds ' 89 
October is already over and 
Meds '89 is preparing for yet 
another exam. Despite the 
legendary autumn exams, we 
have had a tun-filled fall. 
In keeping with tradition, 
almost every Meds '89 team 
has been knocked out of 
intramural competition. The 
men's soccer team had a good 
season, but unfortunately lost 
to the eventual winners in the 
playoffs. Even without Kirk 
Dillon at O.B., the football 
team had a rough time. It 
was open season on Rob 
Demarco when we had the 
first class tackle football 
game a couple weeks ago. 
Meds '89 and '90 co-hosted a 
sold-oot Thanksgiving Pub 
this autumn, netting an 
undisclosed sum towards our 
Christmas party. The party, 
an unqualified success last 
year will be held the day 
after our last Christmas 
exam. Other upcoming 
events include a curl ing night, 
a ski trip and various 
challenge sporting events 
against Meds '90. 
The new term has also seen 
an upsurge in political 
interest within the class. 
Many students have taken 
active roles in the current 
spate of education reforms 
and are making faculty aware 
of student concerns and ideas. 
As we prepare for our first 
I.C.C. exam , most of Meds 
'89 are saying "things can 
only get better". 
COMMENT By Albert Wong Meds' 89 
A Message from an Ex-Class 
President 
I have taken the liberty to 
write a welcome back note to 
Meds '89. Neither Dave 
Creery or Bob Turliuk asked 
me for an article, but I figure 
by mentioning their names my 
article will get printed. 
Second year! Can you 
believe it? Never mind 
you- can your parents or how 
about the profs? What a 
year to look forward to-
I.C.C., neuro, micro, nano, 
pico... we had better be 
prepared. 
Medicine, as we have no 
doubt learned by now, is like 
a foreign country, and when 
in medicine do as the medics 
do. First and foremost, we 
must learn the language. Just 
as a vast country has 
different dialects, each 
section of medicine has a 
different dialect except that 
our boundaries are temporal 
rather than spatial. 
When learning a new language 
there are certain phrases 
that aid in its mastery. In 
first year, the key phrase 
that helped us through was 
uttered (knowingly or 
unknowingly) by a certain 
Histology lecturer who 
professed "Dental students 
ask a different kind of 
question". 
Now we must learn anew the 
dialect of second year. Here 
are several more helpful 
phrases: 
"May I borrow your I.C.C 
notes?" 
"How much are Vend-a-
cards?" 
"Did you get through your 
I.C.C. notes?' 
"Where is U.H. B?" 
"Why is U.H. B?" 
And finally :" Have 
Nausea by 
Sartre?" 
you read 
Jean-Paul 
Thus armed we can bravely 
march into second year. Good 
luck! 
Aids - An Ongoing Challenge 
By Monika Schwab Meds ' 90 
Now that the me<ia hype has subsided, what sort of concern 
remains about Aquired Immunity Deficiency Syndrome? Does 
it really pose the threat to health care professionals that it was 
once feared it would? 
These and other aspects of the AIDS dilemna were addressed by 
Dr. Robert Lannigan(Chief of the Microbiology Department, 
Victoria Hospital, London) in a highly informative lecture at 
University Hospital on Oct. 15. He is part of an educational 
panel created by provincial and federal governments' anxiety 
over the effect of AI OS in the US. 
The virus itself behaves as a retrovirus- once in its preferred 
cell , it tums its RNA genetic stores into DNA via reverse 
transcriptase in order to insert its genome into the host 
Formerly it was thought to be limited in its affinity for the T 
cell population, but current research indicates that the virus 
can directly infect some neurological tissues causing various 
illnesses and dementias without any immunosuppressant effect 
HIV or Human Immunodeficiency Virus as it is now known, may 
remain lysogenic or become active after being triggered, killing 
the cells which housed it Current guesstimates indicate that 5-
1 0% of those infected will suffer a fatal outcome after having 
their immune system thus compromised. 
HIV is transmitted by bodily fluids containing T cells or 
neurologic tissue. Prime routes for spreading the the virus 
were quickly established as blood transfusions, use of 
hypodermic needles or anal intercourse with a carrier (the rich 
cuff of T cells around the anus renders them particularly 
vulnerable to infectious semen). In Canada, blood bank 
screening has been in effect for about a year now and the 
likelihood of future cases resulting from transfusions is small 
says Dr. Lannigan. 
The presence of antibodies in a blood sample means an individual 
has been infected with the virus but he/she does not 
necessarily have AIDS. Due to the prevalent ignorance about 
HIV it must be assumed that infected persons remain infectious 
for life. 
Where did the HIV come from? All facts indicate an African 
origin, where 40% of Common Green Monkeys have a benign 
virus similar to the HIV. The monkey virus reacts with serum 
taken from American AIDS carriers. In some parts of Africa, 
monkey meat is consumed and handling of it with a cut hand 
would be enough to facilitate transmission to humans. 
Vaccine prodlction remains problematic as the virus 
remains in a cell, tending not to be available for antibody 
formulation. As well, it exhibits antigenic variation- there are 
small differences in genomes between HIV in New York and San 
Francisco for example. Every variation of HIV has been 
sequenced and antibodies raised to its protein products- not one 
antibody has been capable of neutralizing the virus. It is clear 
that a novel vaccine may be required. 
Many people have felt secure in the belief that AIDS was 
confined largely to promiscuous homosexuals in large cities, but 
the growth of AIDS in Africa can be explained probably by 
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heterosexual contact In San Francisco, where approximately 
67% of gays are carriers, homosexuals have cut the average 
number of sexual partners from 40 in 1980 to 10 in 1984. 
While the average number of partners a heterosexual has in one 
year is perhaps more variable in assessing, even if the odds 
for contracting AIDS were low "somebody always wins the 
lottery• Dr. Lannigan puts it Men can infect women, as some 
women in Australia have discovered after being artificially 
inseminated with a carrier's semen. 
Women can become infectious without exhibiting the antibodies 
for HIV as the ring of T cells around the cervix may contain the 
virus but not pass it on to blood. It has been estimated that 
100,000 Americans have been infected by heterosexual 
contact 
It is unkown whether the virus can be transmitted by casual 
contact but all evidence indicates that the chances of 
contracting the virus from communion chalices or playgrounds 
is so small as to be inconsequential . It is actually quite a 
difficult virus to grow and only three Canadian centres-
Vancouver, Hamilton, and Ottawa- have the facilities to handle 
even a meagre 2 samples per week. 
Dr. Lannigan believes it is heterosexual contact which has given 
rise to the "epidemic" growth in Africa-from 1963, when the 
first infected blood sample was noted in Upper Volta . to 1986 
where 17% of all young adults and two-thids of all prostitutes 
in Nairobi are infected. Transmission may be easier because 
syphilis and gonorrhea • both prevalent in poorer countries, 
prodlce wlnerable open lesions. There is also reuse of needles 
utilized for penicillin shots by prostitutes for themselves and 
their dients. 
How can the risk of AIDS be kept to a minimum in those working 
with infectious material or patients? Responsibility in keeping 
immunizations up to date, maintenance of personal hygiene and 
strict acflerence to protocol in their handling can hold the risks 
from potential sources to acceptably low levels. Of 1700 
needle accidents in the US( where a healthy individual pricked 
themselves with a contaminated syringe), 2 years later only 4 
persons had become antibody positive and three of those had 
already been intravenous drug abusers. Dr. Lannigan thus feels 
that there is no justification for refusing to treat AIDS patients 
and refusal to do so by the health care worker would be just 
cause for dismissal. There is no aerosol transmissionof the 
virus and family members living with an infected hemophiliac 
child even those sharing toothbrushes, have been left 
untouched. 
Cofactors or coinfections may ultimately be proven to be 
instrumental in triggering a carrier's change to a rapidly 
declining state, yet too many variables in peoples lives render 
determining who is prone to advance ,difftcult Some "cures· 
have proven quite toxic, and controlled studies are hard as 
people desperate for a cure will try just about anything. 
Dr. L.annigan estimates that there may be a thousand cases of 
AIDS in Canada, with "fewer than 10" in London. 
Report from Cologne ..... "Maintaining Life on Earth" 
By Kathy Chomeyko Meds '89 
The 6th World Congress of IPPNW(Intemational Physicians for 
the Prevention of Nudear Was) took place from May 29 to June 
1, 1986, in Cologne , West Gemany. Western's medical school 
was represented by four delegates: Kerry Thurlow(Meds '88), 
Patti Louttit(Meds '89), Bill Kraemer(Meds '89) md Kathy 
Chomeyko(Meds '89). The congress covered all aspects of the 
nuclear dilemna from psychology to technology, and in its most 
poignant moments examined the role of "Medicine under National 
Socialism·. Every delegate was visibly moved by Dr. Hanauske-
Abel's talk about the White Rose a group of student activists 
who urged resistance to Hitler through a series of non-violent 
demonstrations in Munich. They were arrested and executed 
on Feb. 22, 1943. Dr. Bernard Lown, co-president of IPPNW, 
called on delegates to express their moral outrage at the 
stockpiling of nuclear weapons with the courage and resolve of 
the members of the aforementioned group. "The idea of pointing 
nuclear missles at entire nations is without precedent in moral 
depravity. We fought Hitler to rid the world of genocide. Have 
we defeated the enemy of mankind only to become infected with 
his immorality". 
Dr. Bernard Lown, Cologne, WestGermany,1986. 
The atrocities of nuclear war are not just a possibility but in 
fact a reality. These atrocities were discussed in a Special 
Colloquim on "Nuclear Weapons and the Pacific". The Pacific is 
being used as an arena for the competition between the two 
superpowers as well as the French, each trying to outdo the 
others in perceived test successes. For instance, France 
tested their neutron bomb just prior to this conference, ahead 
of any similar U.S. test Indeed so much activity is occurring 
there according to Andrew Mack of the Peace Research Institute 
in Australia, that there have been collisions between nuclear 
submarines. New Zealand has become so alarmed by the 
situation that they have passed a • Nuclear Free Zone· 
legislation. The United States has protested saying this 
weakens the alliance in the West in comparison with the USSR 
and have instituted some sanctions against the carrier of the so 
called "Kiwklisease·. 
So what has been happening in the Pacific and more specifically, 
the Marshall Islands, a small group of islands scattered along 
the equator in the Pacific, east of New Zealand? These islands 
have been colonized by four nations finally being placed under 
US jurisdiction by the United Nations after WW II. This is 
considered Micronesia. Polynesia is a split between the 
US(Hawaii) and France(Tahiti). Since testing began, 66 bombs 
have been detonated, on, under,or over the Marshall Islands. 
We were told by Ute Borl<at of the German Research Institute 
about the largest test by the US, who were entrusted with the 
islands in order to improve the standard of living and protect 
health. This test was called the Bravo lest and took place in 
1954. It contaminated a very large area with racioactive 
fal lout And what about the islanders? As with many colonies 
they were the ones that suffered most There were the 
primary health effects of the win<H>orne radioactive fallout 
causing health problems inducing cancer, thyroid problems and 
serious birth defects. They were seldom informed of what was 
going on and no proper studies were done to evaluatethe harmful 
effects of the testing on the islanders. Also, in the Polynesian 
islands, the French maintained a stiff code of seaecy 
concerning their tests. Islanders were taken off the island to 
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be treated but were first required to sign an affaclavit saying 
that they would not talk to anyone about the nature and cause of 
their illness. Even when they returned seldom was there any 
medical record of their treatment. Routine preventative 
thyroidectomies were performed. 
As one would imagine, secondary sociological problems 
associated with the continuous disruption of teir formal 
lifestyle and culture began manifesting themselves. 
Alcoholism, suicides, loss of previous customs and useful 
employment occurred. 
People have been involved in improving the situation described. 
The Greenpeace organization aided in the evacuation of Bikini 
Island after its contamination. The Marshall Islands have 
passed a constitution dedaring themselves a nudear free zone 
which was ratified by a 92% majority in a referendum at the 
UN. Six referendums have similarly occurred, all of which 
have been ignored by the United States. In the Hague, the 
International court of justice has also judged in favour of the 
Polynesian Islands. 
Roman Sedor, a lawyer and native of Pelau of the Marshalls, 
said ·nudear war has already begun in the Pacific" due to the 
continuation of these tests. He said the islanders have been 
told the tests are occurring so wars will end, for defense, and 
protection from the enemy. "But who is the enemy?" was the 
question he posed. Colonialism is the biggest threat to the 
islanders and their way of life, not communism as they have 
been told. 
On an emotional level, the Congress strengthened each delegates 
resolve to spread the word of our precarious fl irtation with 
nuclear annhilation. In our finer moments we as physicians 
heal the body and give peace of mind; or we heal the mind and 
give peace to the body. Let us extend our peace making m1ss1on 
to include the entire world so that we may "maintain life on 
earth". 
Designed by : H. Jo. Eggstein (G.D.R.) 
Transplantation: A Clinical Clerk's Perspective 
By Bob Turliuk Meds' 88 
In the fall of 1986 I was able to view a relatively new facet in 
medicine from several points of view. As a clinical clerk on 
the Surgery service at University Hospital multi-organ 
transplantation affected me several ways. Heart, liver and 
kidneys were the main organs transplanted although other 
tissues such as bone were grafted as part of restorative 
procedures. I was fortunate enough to be involved in a heart 
transplant although my third year colleagues participated in the 
other aforementioned procedures. Transplantation has 
emerged as a service rather than being experimental: its 
effects on a hospital are far reaching , requiring committment 
from many disciplines. The purpose of writing this article is to 
share with others a rather new experience from a cl inical 
clerks point of view. 
The Heart Transplant 
I lay on the couch in our family room for the first time since 
kicking my after "work" nap habit Irs early September and 
clerkship Surgery rotation rather new but still with 1 0 weeks 
clerkship under my belt. Just as my eyes close my pager goes 
off and mutters something I didn't catch. "Would you like to go 
along to pick up a heart in Mid-Western USA?" my resident on 
the phone asks. Within half an hour I was back in the hospital 
hoping nobody had left without me. The opportunity to watch a 
transplant from start to finish might not ever present itself to 
me again in my career. The prospect of flying to retrieve the 
heart was rather enticing but having flown on a Learjet about 
17 years ago as a part of a navigational checkout of a minor 
item, the fl ight itself was not that enticing . It was the 
memories of Life magazine in 1968 when I was about 10 years 
old and Dr. Christian Barnard, Dr. Michael DeBakey, on opposite 
continents and the patient Louis Washkansky(first successful 
human recipient of human heart not his own-an allograft) that 
were flashing back on me. Why I could always remember that 
patient name yet get mixed up on the terms miosis and 
mydriasis always has bothered me. Two cardovascular 
surgeons, Dr. Neil McKenzie and Dr. Alan Menkis, the 
transplant coordinator Anita Hellstrom and myself the humble 
clinical clerk made the journey. The transplant coordinator of 
the various region always vacillates between being "home 
team"(when your region has the donor and people are travelling 
to you) and away team( your region has the acceptor patient) ; 
the fl ight has to be coordinated so that the organ of interest is 
available just around the time you arrive to minimize airplane 
ground time which you are paying for. At the particular city 
hospital that we arrived at there was a group from Wisconsin 
that were harvesting the liver of the donor and this required 
that almost all of their preparation be completed before the 
heart removed. They were busy at work just finishing 
preparation when we walked into the operating suite. 
The door to the operating room was open. Outside in the hall 
were 4 or 5 different coolers not unlike those seen at tailgate 
parties at major US football games. Some of the coolers were 
to transport the freshly removed organs, others for storing 
vital fluids needed to be infused into the donor organ as part of 
the removal protocol. Inside the suite were at least 35 people; 
each team brought their own personell, including designated 
observers such as myself. There was also a group from 
across the city that were taking the kidneys who brought their 
own scrub nurse; the kidneys would be removed following the 
heart and liver removal. 
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The group from Wisconsin then stayed scrubbed and cooperated 
with our cardovascular surgeons in removal of the heart 
performing such tasks as suction and managing bleeders. It 
was slightly amusing in a rather serious procedure to watch the 
interaction of the male scrub nurse and our team in that our 
instrument names with their Scottish accemt attached, didn't 
always match our American colleague's instrument names. The 
scrub nurse's Groucho Marx like eyebrows pointed up and down 
as he pondered each unfamiliar request Although prepared to 
scrub if asked, common sense prevailed and I stayed as far out 
of the way as possible with a 3 step stool perch allowing me to 
get a reasonable view yet not be in the way. The heart was 
deftly removed after major vessels were isolated and clamped. 
The whole operational procedure for our group was over in 
about 20 minutes or so. 
The ambulance that took us back out to the airport was one of 
those high topped vans that felt like it would roll around a good 
corner going about 40 miles an hour. While the back door of the 
ambulance percolated exhaust fumes of the van to us , the ride 
back to the airport was punctuated by about a 15 minute stop 
due to a passing train. It was indeed ironic that while we were 
flying in our plane we would have number one air priority for 
airspace and landing rights yet we were caught at a level 
crossing that made the CP tracks in London with a freight train 
passing seem like a quick stop. The Wisconsin groups' plane 
was waiting on the tarmac for their arrival parked next to our 
Lear jet , all primed for a quick exit The plane ride back to 
London was good; our coordinator had arranged pack lunch 
meals to accompany us back. One of London's finest would be 
waiting at the airport at home to give a brief ride back to UH. I 
managed to emerge from my relative silence("clerks are to be 
seen and not heard") to enquire about many of the details many 
of us have about transplants. 
Finances:a flight like this would require the services of two jet 
pilots and their executive plane all from Toronto, maintenance 
and capital costs ,fuel and depreciation, which could range from 
$5,000 to $10,000 the tab being picked up by UH. In some US 
centers such as in the state of Texas, companies owning these 
planes such as petroleum companies let them out for minimal 
costs and get government tax breaks. 
Donor:! thought it was bad form to find out any more details 
about the donor than what I heard in the OR. Age, cause of 
cerebral deterioration of the donor and use of inotropes at 
expected time of donation are important factors towards the 
decision of a centre to offer an organ for donation; the condition 
of the heart at time of harvest is also crucial. Information that 
could identify the donor is confidential like other medical 
information. 
As our plane landed I briefly thought about the family of the 
donor, how profound their decision was on their life and on 
other lives. My thoughts as we tore down the street in the car 
of one London's finest concerned the life of the acceptor who by 
now likely had their chest open and were being prepared for 
bypass. 
The removal of the acceptor heart and subsequent insertion of 
donor heart was quick, precise, and finished by early morning. 
The total ischemic time was about three and a half hours(usual 
ischemic maximum targeted around 4 hours); the heart was 
beating spontaneously following rewarming and DC 
defibrillation. I was amazed at how small the heart becomes 
after removal from the donor , but with no blood in the 
chambers this observation is accounted for. The patient 
entered ICU to be monitored closely. 
During the time I was on the CVT surgery team there was an 
epoch of time of about seven and a half days in which 3 heart 
transplants were performed . a staggering accomplishment 
when one considers time, resources and manpower. Two other 
medical students were fortunate enough to make the journey 
those evenings. My experiences that September night in 1986 
will stay with me a long time; human cardiac transplantation at 
University Hospital had bridged a gap of about 18 years in my 
life. Yes . I did get to participate in other activities while on 
the CVT team that will likely be more relevant to my overall 
future practice of medicine. The opportunity presented to me 
further enhanced my attitude towards medical research. 
It was one month and a half after my initial experience that my 
education received a further shaping. On the General Surgery 
service I was involved in the care of of several multi-trauma 
patients. One such patient had a poor neurological function on 
arrival to hospital and showed no improvement even after good 
medical and surgical care. The relatives of the patient had 
received the initial burden of the accident and over the course 
of several days were faced with decisions regarding organ 
donation. If anyone reading this has had some tragedy in their 
life they will be aware that sometimes easy day to day 
decisions can take on greater difficulty for relatives. The 
additional task of making another rather unique decision such as 
consent for organ donation may be fraught with mixed feelings. 
Physicians are being required in some centers to pose the 
question of organ donations as part of hospital policy;we as 
medical personell might be better off in encouraging prior 
consent by individuals as part of our non-emergent dealings 
with patients to release the burden of responsibility from those 
at the time of a tragedy. 
The University of Western Ontario 
Faculty of Medicine 
Continuing Medical 
Education Programs 
1986-1987 
*Day in Gastroenterology 
*Update in Diabetes Mellitus 
*Psychiatry Refresher Day 
for Family Physicians 
Wednesday December 10, 1986 Holiday lnn(downtown) 
Wednesday March 4, 1987 Holiday Inn(downtown) 
Wednesday March 11 , 1987 Victoria Hospital/Westminster Campus 
*3rd Annual Orthopedics Re- Wednesday March 25, 1987 Victoria Hospital/Westminster Campus 
fresher Day for Family Physicians 
*Clinical Day in Chest Diseases 
*23rd Annual Cancer 
Symposium 
General Surgery Refresher Day 
*Cardiology Refresher Day 
*denotes part of C.M.E. club 
Wednesday April1 , 1987 Auditorium A UH 
Wednesday Apri18, 1987 Victoria Hospital/South Street Campus 
Wednesday Apri115, 1987 Victoria Hospital/South Street Campus 
Wednesday Apri122, 1987 Auditorium A UH 
For futher information please contact Diane Willliamson, Program Co-ordinator, Continuing Medical 
Education, Faculty of Medicine, The University of Western Ontario, London, Ontario N6A 5C1 
Inquiries:(519) 661-2076. 
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Comment 
The recent history of transplantation has its initial roots back 
in the early 1900's with the work of Carrel and Guthrie( 1 ). In 
1953 Neptune and coworkers successfully performed 
heterotopic canine transplantations(2). However in 1960 
Lower and Shumway published their paper "Studies on 
Orthotopic Transplantation of the Canine Heart • in the SUrgical 
Forum which described the surgical technique that forms the 
basis even today of most heart transplantations(3). Their 8 
dogs went on circulatory bypass, donor hearts cooled to 15 C 
and implanted imme<iately to recipient with subsequent 
rewarming and defibrillation. The recipients lived from 6 to 
21 days and terminal course was usually rapid over 24 hours. 
The postmortem examinations revealed "cilated, edematous 
hearts, with massive infiltration of round cells and interstitial 
hemorrhage • . Electrocarciograhic studies suggested mode of 
death not being related to disturbances in rhythm and 
conduction(2). In this 1960 paper they astutely postulated that 
if immunologic mechanisms could somehow be prevented from 
destroying the graft, in all likelihood the graft would continue to 
function adequately tor the normal life span of the animal. 
In 1964 Hardy and associates transplanted the heart of a 
chimpanzee into a human. The attempt was unsuccessful and it 
was suggested that part of the reason was because a small 
chimpanzee heart was not capable of supporting the adult 
circulation(4). 
In December 1967 Dr. Christian Barnard and his team completed 
the first successful human allograft(5). The patient, Mr. Louis 
Washkansky tived for 18 days. It is intersesting to note that 
the donor also contributed a kidney for transplantation, giving 
human heart and multi-organ transplantation an equal start 
The recipient was 54 years of age and had adult onset diabetes 
diagnosed 15 years preceding, and controlled with oral agents; 
he had 3 documented cases of cardiac infarction, the last one 2 
years prior to transplant The donor was a female 24 years 
old that sustained an MVA about 12 hours prior to 
transplantation. The donor was taken 10 the operating 
room(declared dead following 5 minutes of asystole and apnea 
after life support systems removed), bypassed and cooled. The 
heart and vessels were mobilized(perfused stin) and excised. 
The donor heart was transferred 10 the adjacent operating 
theatre in cooled Ringers solution where it was reperfused 
using bypass machine. The heart was then inserted in10 the 
recipient; rewarming and DC defibrillation eventually res10ring 
carciac contractions and suitable systemic pressure. Despite 
rather stringent aseptic measures post-operatively, 
immunosuppression via steroids, local heart cobalt irradiation 
of 100-200 rads and azathiopurine treatment were possible 
causitive factors in the patients eventual death. The 
preliminary pathological report showed extensive bilateral 
pneumonia with no morphological indications of cardiac 
dysfunction, with ventricles not cilated and myocarcium normal 
in color and consistency(5). 
By 1 0 years after the first transplantation about 360 
transplants had been carried out worldwide with about one third 
of these by Shumway's group at Stanford. A small group of the 
patients in the Stanford cohort had about a 55% five year 
survival and most survivors had returned 10 New York Heart 
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Association Class I carciac status(6). The Stanford group 
however was one of only 5 active centers in human heart 
transplants by 1980. Many centers had given up this 
procedure after an initial flurry of activity in 1968. In 1986 
about 75 centers in North America! are offering cardiac 
transplantation.(?). The use of cydosporine in allograft 
recipients in concert with other modalities of 
immunosuppression has given a survival rate that ranges from 
64% at 3 years in Pittsburgh to nearly 80% at 5 years in 
London, Ontario(?). 
Several factors have contributed to the overall increase in 
success of heart transplantation since 1967. Improvements in 
patient selection, medical management and immunosuppression 
have reduced mortality and morbidity rates(8). However, 
rejection and infection, increasing demands on hospital human 
resources, and cost effectiveness are major issues that are 
undergoing discussion presently. Availability of suitable donor 
organs and method of obtaining these organs is also a major 
concern that has been addressed already in this artide. 
Selection of recipients is based on age, disease entity, degree 
of functional impairment, coexisting medical disorders and 
patient psychosocial status in one multi-organ transplant center 
in the US(7). Also in the US, many hospitals require all 
patients 10 provide evidence of funds to cover hospital expenses 
prior 10 transplantation. 
The donors are accepted if there is no history of cardiac 
disease and no EKG or clinical evidence of abnormality of the 
heart Excessive needs for inotropes prior to removal of the 
heart often make the decision difficult An upper limit of age is 
usually considered and a short ischemic time of about 4 hours 
at 4 C is desired(7,8). The centers performing cardiac 
transplantation generally have a surgical research unit, backup 
support of immunologists, internists, surgeons, as well as 
nurses, physiotherapists, social workers, perfusionists, and 
respiratory technologists(8). 
Immunosuppression is accomplished by a pro1Dcol that includes 
cydosporine, prednisone, and anti-lymphocytic globulin(7,8). 
Use of cyclosporine resulted in impaired renal function in many 
patients when it was introduced with steroids in the early 
1980's(9) however lower target blood levels and post 
operative introduction changes resulted in a reduced incidence 
of acute renal function.(?). The development of the late 
consequences of hypertension secondary to cyclosporine use 
still need addressing(9). 
Davies \t\etstein & Co. 
Chartered Accountants 
450 Talbot Street 
london , Canada 
N6A 5)6 
Bus. I 519) 432-1 805 
Rejection determination large-
ly depends upon myocardial 
biopsy(7).1mmunosuppression 
may be altered after review 
of endomyocardial biopsy 
because of its qualitative and 
quantitative evidence of 
cellular infiltration. Non-
invasive techniques under 
investigation currently in-
clude echocarciography, nuc-
lear imaging, and diastolic 
ventricular imaging. Some 
centers perform biopsy week-
ly, monthly, then biannualy 
on an elective or emergent 
basis(?). 
The impact of carciac 
transplantation is felt 
throughout the institution 
providing the service. In 
Pittsburgh, 82% of of a 
cohort of 1 00 consecutive 
transplant patients in 
1985186 had procedures that 
began between 6 pm and 6 
am(?). While this tends to 
utilize services that have 
fixed costs, it puts a strain 
on "on call" OR people, as 
well as burdening ICU 
units(10). Tissue typing and 
crossmatching for antigens 
other than ABO of red blood 
cells is often required at 
night. Orthopedic surgeons, 
general surgeons, neuro-
surgeons and other areas 
have reduced time and 
personell for emergency 
surgery. The cardiac surgery 
team operating are often 
"disabled" from performing 
routine duties following a 
transplant due to expendture 
of human resources and 
operating room time. 
At Pittsburgh in 1986 the 
cost lor a cardac transplant 
is about $70,000 Canadan or 
about twice the cost of a 
coronary bypass that includes 
a full medical wor1(up(7). In 
London, Ontario the cost is 
about $50,000(8). As there 
is often excellent re-
habilitation that follows 
transplant, some suggest that 
the long term economic and 
social consequences favor 
heart transplants(11 ). Many 
third party payers and 
government agencies in the 
US and Europe classify heart 
transpJantation as a clinical 
service rather than an 
experimental procedure. 
In summary, heart trans-
plantation has come a 
long way in that it is 
becoming service rather than 
experimental. On the other 
hand, the active transplant 
procedure has changed only 
moderately since the Lower 
and Shumway original article 
in Surgical FOttJm . The re-
finements have come in the 
form of patient selection, 
management technique and 
immunosuppression. 
The increase of heart 
transplants in the last 5 
years has been such that even 
a junior member of a surgical 
team(clinical cleri() can learn 
and experience some of the 
fascinating aspects of this 
expanding field. 
With the compliments of 
SEARLE 
A Leader in Prostaglandin Research 
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For 
Your 
Information 
The results of the 1986 
Intern matching programme, 
published recently in the 
Journal of the Association of 
Canadian Medical Colleges 
bode well for current medical 
students. 
Of the 1,218 1986 graduates 
of Canadian medical schools, 
1 ,201(or 98.6%) were 
matched though not 
necessarily with their first 
choice. This represents the 
highest suocess rate in the 
programme's 16 year 
history. The 17 unmatched 
graduates had 84 unfilled 
positions to consider. Also, 
19 of 27 pre-1986 graduates 
and 4 of 1 0 US graduates 
were matched. However, 
only 22 of 481 foreign 
graduates matched success-
fully . 
The Canadian Intern Matching 
Service, which manages the 
programme, reported that the 
suocess was due to both a 
smaller applicant pool(down 
1.6% from 1985) and an 
increased number of positions 
(up4.5%). 
The most popular internship 
remains the rotating or 
General internship (45.3% of 
first choices), followed by 
Family Medicine (32%); 
Medicine (13%), Surgery 
(6%), Pediatrics (2%) and 
Psychiatry(1.3%), were in 
the "straighr formats. 
By Dave Creery Meds' 89 
ooo AND WH\L~ \11-\ UND!R -n.£ 
AMAES'n4ETtC,COULD lO\l 
TAI<E Ofi'F 1NIS L,.L.£ MOLE 
__) 
Dates of Interest 
Tachycardia-February 17-21, 1987 (Tues-Sat}. 
Spring Break-March 16-20, 1987. 
Meds' Formal-April 15, 1987, Greek Community Centre, 
Sarnia Road.(Faculty welcome}. 
Meds' 87 Graduation-June 5, 1987. 
Meds' 88 Return to the Classroom-November JO, 1987. 
Meds' 89-Clerkship begins June-August, 1987. 
Medical Journal Deadlines for Articles-Winter(Dec. Jl/86), 
-Spring(Feb. 28/87), Summer(April 15/87). 
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The Back Page 
Dear Sirs: 
Re: Bill94 
We, two medical students of 
U.W.O. have long stated our 
policy regarding Bill 94, and 
have shown our opposition to 
this bill(with a very 
successful rally at Queen's 
Park in April) . We felt it 
necessary to inform you 
about one of our concerns 
over how this issue was 
handled by our faculty . 
However we still whole-
heartedly agree that Bill 94 
is a very personal issue and 
each individual must evaluate 
their position and actions 
accordingly. 
Dear Sirs: 
Re:Canadian Federation of 
Medical Students Annual 
Meetings 
by Mike 
Moran 
Kovacs and 
Volume 55, 
November 1985 
Number 
K.C. 
1' 
Our concern is this: we have 
as students heard from 
s taffrnen all too often that 
while they feel in the long run 
Bill 94 will adversely affect 
the health care system they 
will not show opposition 
because of any one of several 
reasons, such as: 
1. My salary is basically set 
so Bill 94 will not affect me 
directly. 
2. I am an educator and have 
teaching responsibilities. 
3. I will be retired before its 
effects take place. 
4. My department does not 
have a funding problem, or is 
well supported by gover-
nment funds. 
Our feeling is that if you 
Canadian mecicaJ schools as 
the appropriate training for 
young men and women 
proceecing to a career in 
family practice. The CFPC 
has .lll21 been an obstacle in the 
discussions of the Invitational 
Family Practice Training 
personally are opposed to Bill 
94 then you as an educator 
have a sacred responsibility 
to your trainee's (Juniors and 
Students) to oppose the Bill 
with whatever action you see 
fit We feel this way 
because of several facts : 
1. You as a group inherited 
from your mentors an 
excellent mecical system, 
you did not collectively make 
the system great 
2 Your responsibility to the 
next generation is not only to 
train them but also to 
maintain and if possible 
imporove (so many of you 
have) upon the excellence of 
the system 
We felt it necessary to 
inform you of our view of the 
Canadian Medical Association. 
The representative of the 
Canadian Federation of 
Medical Students(CFMS) was 
in agreement with the 
recommendations that were 
developed. 
responsibilities of an ed-
ucator because of the re-This 
This ThThisTtttttttsponses 
we have heard from the 
faculty as a whole(with many 
notable exceptions). 
For those of you that have 
shown your opposition to Bill 
94 thank you, and for those 
of you who have not please re-
examine your position taking 
into account our views. 
We would appreciate any 
comments with regard to this 
letter. 
Sincerely, 
K.C. Moran Meds '87 
Gord Paul Meds '88 
CFMS Representatives 
which family physicians/ 
general practitioners no 
longer consider appropriate 
when referring to themselves 
or to our discipline. It is 
disappointing to see this old 
fashioned attitude being 
expressed by younger 
Committee to the Finally, would like to members of our profession. 
On behalf of the College of development of a common PG- comment on the attitude 
Family Physicians of Canada 1 year. On the contrary • inherent in the expression Sincerely, 
(CFPC) I wish to comment on the CFPC has taken a • .... not even in general 
some inaccuracies in this leadership role in developing practical" that appears on Reg L Perkin, MD 
report. The CFPC does recommendations which wiD page 9. This is in the same Executive Director 
support the Family Practice be presented later this year category as the old College of Family 
Residency Programs in the 16 to the General Council of the expression "just a GP" , of Canada 
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